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To those who are acquainted with the advantages and safety of 
extra-peritoneal Cesarean section, the prejudice still manifested 
towards it is very puzzling. It has found its detractors at every 
medical society in the British Islands. The discussions on this 
operation, like those on its ally, pubiotomy, have sometimes degen- 
erated into personal questions. So much is this the fact that 
hysterotomy may be said to have received almost universal con- 
demnation in Great Britain, for save in Glasgow and Dublin it has 
found no sponsor. Again, like pubiotomy, its opponents are drawn 
largely from those who have never performed, seen performed or 
properly understood the indications and technique. Nor are they 
seemingly aware of the fact that they are condemning under a 


common name many different methods, some of them wholly 
unsatisfactory. 


So far as my personal experience goes (3 cases) I would not 
consider extra-peritoneal Cesarean section an alternative to classical 
Cesarean section but rather its complement. Despite the enthu- 
siasm indulged in at meetings of Medical Societies there are certain 
dangers in classical Cesarean section always present to the operator’s 
mind. He knows that to obtain good results, the operation must be 
performed before or within a comparatively short time of the onset 
of labour; that the membranes should not be ruptured; that frequent 
vaginal examinations introduce an element of danger which may 
act as a positive contra-indication to the operation. Above all he 
knows that the wound is liable to imperfect healing. As proof of 
this one need only point to the number of deaths that have occurred 
from rupture of the uterus in subsequent pregnancies; to the device 
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of inducing adhesions between the uterine and abdominal wounds; 
and finally to the radical procedure of sterilization, which ensures 
against another pregnancy. Again it is an incontrovertible fact 
that amongst the most experienced advocates of the classical 
operation are found those who place such limitations on its indica- 
tions that in many instances they prefer perforation of a living 
child. 

It is beyond controversy that hysterotomy is free from some if 
not all the disadvantages that surround classical Cesarean section. 
Much has been made of the rapidity of the older operation. The 
difference of 10 or 20 minutes is not very apparent and simply 
impresses on one the fact that for post-mortem cases the classical 
operation should be performed. 

If it is true that the newer operation can be performed safely 
and becomes easier when the woman is far advanced in labour with 
the membranes ruptured and the lower uterine segment greatly 
thinned out; that the incision through which the child is delivered 
involves such a comparatively unimportant and bloodless part of 
the uterus that its rupture in a subsequent pregnancy would be a 
matter of little significance ; that for practical purposes the operation 
is extra-peritoneal; that there is no possibility of the formation of 
adhesions to cause intestinal obstruction or incarceration of the 
uterus; that because of a pre-existing sepsis suppuration of the 
uterine wound does not necessarily mean general peritonitis, then 
surely the operation is worthy of greater consideration than it has 
yet received from British surgeons. 

Technique. 

After the usual preparations a transverse incision is made from 
one anterior superior spine to the other, passing about one inch 
above the pubes. This incision is carried down to and through the 
sheath of the rectus. The sheath is raised from the muscles and 
the latter separated with the handle of the knife. 

The transversalis fascia is then broken through, laying bare the 
peritoneum. The peritoneum can sometimes be separated from the 
back of the pubes and from the bladder. The lower uterine segment 
is thus reached without opening the general peritoneal cavity. We 
do not think this is an advantage, and much prefer to open the 
parietal peritoneum transversely, opening the abdominal cavity and 
exposing the bladder and lower uterine segment covered by 
peritoneum. The bladder is raised, putting on the stretch the 
vesico-uterine fold of peritoneum. A small incision into this fold 
permits the passage of a finger between the uterus and bladder. On 
this finger the peritoneum is divided across the whole width of the 
vésico-uterine fold. The upper edge of the incised peritoneum is 
seized and separated upwards from the uterus. This edge is then 
stitched to the upper margin of the transverse incision in the parietal 
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peritoneum, to shut off the general peritoneal cavity from the field 
of operation and to enclose the intestines in a bag of peritoneum. 
Interrupted sutures should be used, as a continuous suture causes 
puckering and contraction of the opening. The sutures should be 
placed well out towards the lateral aspect of the opening to close 
the angles. Unless this is done communication is not shut off and 
fluids may enter the abdominal cavity, or the intestines may appear 
at the angle of the wound. It is not necessary to stitch together the 
two layers of peritoneum above the bladder. 

Sufficient room to permit easy delivery is readily obtained by 
this method of exposing the lower uterine segment. 

It is comparatively easy to reach the lower uterine segment 
without opening the peritoneum, making the operation entirely 
extra-peritoneal. The bladder is filled with water and pushed to 
one side. The peritoneum can then be separated from the abdominal 
wall and anterior layer of the broad ligament, laying bare the 
lateral aspect of the lower uterine segment. 

Such a procedure is not to be recommended, as the theoretical 
gain in an entirely extraperitoneal operation is counteracted by the 
greater exposure of cellular tissue, by the small space at the 
operator’s disposal, and by the more vascular region through which 
he has to work. 

The lower uterine segment and cervix, however reached, are 
opened vertically. The head, if presenting, is delivered with the 
lower blade of the forceps and the other hand. If the breech 
presents, the child is extracted by the leg. The cord is clamped 
and cut. 

Time is given to allow partial separation of the placenta. During 
this pause a hypodermic injection of ergotinin, gr. !/;,, may be 
administered as post-partum hemorrhage may occur. The placenta 
and membranes are removed and the uterus plugged with iodoform 
gauze, the end of which is pushed through the cervix into the 
vagina. 

The uterine incision is closed by interrupted catgut sutures. 
The free edge of the peritoneum immediately above the bladder is 
united with catgut sutures to the upper portion of the peritoneum 
from which it was originally separated. The corresponding edge 
of the parietal peritoneum may also be brought up in this manner. 

The sheath of the rectus is closed with a continuous suture of 
No. 3 silk (catgut if there is any possibility of infection). 

The skin wound may be closed with Michel’s clamps or any form 
of suture. 

The lower uterine segment heals so perfectly that no danger of 
rupture of the uterus is incurred by a subsequent pregnancy.* 


*Tweedy and Wrench, 2nd ed. 
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The reasons which have impelled me to adopt this operation and 
avoid its modifications are the following :— 


1. Access to the uterus is very easy. 

2. There is no difficulty in procuring an extra-peritoneal space 
sufficiently large to permit rapid and easy extraction. 

3. No important vessels are severed, therefore the deaths from 
hemorrhage recorded from other operations are avoided. 

4. Its supposed disadvantages are of a purely theoretical nature. 
Case Histories. (These operations were performed in the Rotunda 

Hospital.) 

M.G., age 35 years. Preg. I. Labour 14 hours. Membranes 
ruptured 10 hours. Os almost fully dilated. Well formed lower 
uterine segment. Head presenting unfixed above the brim. True 
conjugate 6cm. Extra-peritoneal Cesarean section Oct. 25, 1909. 

Many operators would have considered classical Cesarean section 
out of the question in this case. I believed that the extra-peritoneal 
operation offered many advantages. 

Discharged Nov. 14, 1909. Mother and child both well. 


E.L., age 28 years. Preg. III. First pregnancy, pubiotomy and 
version. Second pregnancy, transverse. Version. Perforation of 
after-coming head. Extern department. Third pregnancy, extra- 
peritoneal Cesarean section. 

Labour 24 hours. Membranes unruptured. Os 3? dilated. 
Well formed lower uterine segment. Breech presenting unfixed 
above the brim. Eight vaginal examinations by as many different 
men before admission. True conjugate 6}cm. Transverse 10cm. 
Extra-peritoneal Cesarean section Nov. 24, 1909. Wound suppu- 
rated and continued to discharge until the silk-suture of the 
aponeurosis came away. 

In this case my former experience showed me that the pelvis was 
too small for pubiotomy to be undertaken with the certainty of 
success. The long duration of labour, the thinned-out lower uterine 
segment and the numerous vaginal examinations made classical 
Cesarean section a risky procedure. That the woman was infected 
seems more than probable from the fact that the wound suppurated. 
Discharged Jan. 15, 1910. Mother and child both well. 


M.G., 23 years. Preg. IV. First pregnancy, symphysiotomy. 
Second pregnancy, normal, 5 lbs. Third pregnancy, normal, 9 Ibs. 
Fourth pregnancy, extra-peritoneal Cesarean section. 

Membranes ruptured 1am., January Ist, 1910. Os just begin- 
ning to dilate. Head unfixed. Pains regular and strong. Tight 
binder applied. 1la.m. patient put in Walcher’s position which 
she maintained until 8.30 p.m. (9} hours). Then the os was nearly 
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fully dilated. Great edema of the vulva and vagina. Feetal heart 
160—170. Maternal temperature 99° F., pulse 86. Bandl’s ring 
nearly up to umbilicus. Head unfixed. 

Extra-peritoneal Cesarean section Jan. Ist, 1910. With this 
patient there was no choice but to let labour proceed as she had 
already had two normal deliveries. When it became evident that 
normal delivery was impossible the time for classical Caesarean 
section had passed. Pubiotomy was possible as far as pelvic size 
was concerned, but the fear that the bladder might be adherent to 
the pubes after the open symphysiotomy made me sure that hys- 
terotomy was the more desirable operation. 

True conjugate 8cm. Transverse 13cm. Discharged Jan. 22, 
1910. Mother and child both well. 

It will be seen that I have not rushed unthinkingly into perform- 
ing these operations, but on the contrary have proceeded on most 
conservative lines. The operations were undertaken because there 
were clear indications for them, but I am not at all sure that my 
conservatism was justified. In these cases it was certainly an easy 
and uncomplicated procedure, the reason being, I think, that the 
lower uterine segment was very large and thinned out. If subse- 
quent operations show that a well formed lower uterine segment is 
not necessary and that hysterotomy can be equally well performed 
early in labour, then and not until then can its claim as a substitute 
for classical Cesarean section be established. 


‘ 
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Expulsion of the Placenta before the Birth of the 
Child.* 


By Ws. D. Macrartaneg, Jun., M.B, and C.M., 
Surgeon to the Royal Samaritan Hospital for Women, Glasgow. 


SponraneEovs expulsion of the placenta before the birth of the child is 
rare. In very exceptional cases the placenta becomes separated from 
its attachment during the course of an otherwise normal labour, and 
is extruded in front of the child. In the Archiv f. Gyn., 1888, 
vol. xxxill, pp. 486—497, Miinchmeyer reports a case of prolapse of 
the placenta which had been normally situated. Stern, in the 
Monatsschrift f. Geburts. u. Gyn., Bd. 27, p. 685, reports a case 
where the sudden loss of intrauterine tension produced the premature 
separation of the placenta. ‘The placenta in the case he mentions 
was discovered on vaginal examination lying free and low down 
in the lower segment of the uterus, and would most easily have been 
expelled had Nature been allowed full play. The presentation 
was a transverse one, and the anomaly was discovered when the 
patient was being artificially delivered. If the placenta be attached 
to the fundus uteri, the sudden loss of the liquor amnii and disease 
of the endometrium may cause a prolapse and premature expulsion 
of the placenta. Doubtless most of the recorded cases were examples 
of placenta previa, and in the three cases I record I think the 
placenta was previa, judging from the site of rupture in the 
membranes being in close proximity to the placenta. 


Case 1. Mrs. A., aged 38, vili-para (all labours normal), had 
been under my care for several months for a chronic metro-endo- 
metritis. Menorrhagia, acquired dysmenorrhea, and profuse muco- 
purulent discharge from a markedly catarrhal cervix were the chief 
symptoms. The uterus was curetted, and ichthyol 10 per 
cent, and glycerine vaginal tampons were used for several weeks. 
Liq. extract of ergot and hydrastis canaden. were administered 
internally, accompanied by the use of saline laxatives, and marked 
local and constitutional improvement resulted. I did not see the 
patient for six months, when she reported herself as being four 
months pregnant, and in good health. I saw her again at the end 
of her seventh month of pregnancy. She was then in excellent 
health, and the foetal movements were the only occasion of complaint; 
her urine was free from albumen and remained so. During the 
thirty-sixth week of her pregnancy I was hurriedly summoned to see 
her, and found that she had suddenly been seized with pain which 
she said was like ordinary labour pain; this had lasted for about 


*Read before the Glasgow Obstetrical and Gynecological Society. 


ie 
ae 


Macfarlane: Expulsion of the Placenta 53 


a quarter of an hour, being alternately very severe and less so. 
Then there was asudden and profuse discharge of water, accompanied 
by something protruding from the vagina. Judging from the great 
quantity of water on the floor where she had been standing, and the 
soakage of the bedclothes, hydramnios must have been present. 
Un examining the patient I found the placenta lying on the bed. 
There had been no vaginal bleeding—the head of the child was 
filling a half-dilated cervix. I allowed the patient to deliver herself, 
and this was accomplished in two and a half hours after the birth of 
the placenta. 

The patient had considered herself in good health throughout her 
pregnancy ; there had been no hemorrhages at any time, and she did 
not think her labour was proceeding till the sudden pain, rupture of 
the membranes with, as she described, great loss of water, and the 
expulsion of the placenta occurred. The child was well-developed 
and healthy. The condition of the placenta is of special interest; 
its longest measurement was 11? inches, and at no part was its 
thickness half an inch. Around the margin of the placenta, on its 
maternal surface, were white infarcts, varying from the size of a 
split pea to that of a horse-bean, and this condition extended round 
the margin of the placenta for about three-quarters of its cireumfer- 
ence; there were also numerous infarcts on the maternal surface 
other than at the margin. 


Caseu. Mrs. B., aged 34, v-para (all labours normal), had been 
under treatment for many months for metrorrhagia, backache and 
symptoms of a chronic metro-endometritis. Local treatment as 
detailed in Case i, without uterine curettage, had removed her 
symptoms, and some months afterwards she became pregnant. All 
went well with her until her twenty-eighth week of pregnancy, when | 
labour ensued without any appreciable cause. Her labour pains had 
been in evidence for little over an hour when the membranes 
ruptured. From the extraordinary loss of liquor amnii there was 
no doubt as to the presence of hydramnios. I examined her per 
vaginam and found the placenta presenting at the vulva. I left the 
case to natural delivery, which took place in 3} hours after the 
expulsion of the placenta. The child had evidently been dead for 
some days as evidenced by characteristic changes. The mother 
declared she felt the movements of the child markedly just before 
the rupture of the membranes; an instance of how often the patient’s 
sensations do not truly interpret the condition of affairs. Here 
again, as in Case i, there had been no bleeding, and there was none 
accompanying the separation of the placenta. The formation of the 
placenta was normal. Numerous small red infarcts were along the 
maternal surface of the placenta and also in its substance. 

Case mt. Mrs. C., aged 28, multipara, had an interesting 
obstetric history. Her first child was born at term, a year after 


54 Journal of Obstetrics and Gynecology 


marriage. The child was healthy and lived. Her second child was 
born eighteen months after the first child; the birth was premature 
(seventh month), and the child lived only a few hours. Both labours 
were natural. Six months after this she aborted at the second month 
of her pregnancy, and the uterus was curetted three months later 
on account of profuse menorrhagia. Shortly after this curettage she 
again became pregnant, and the pregnancy was interrupted at the 
end of the sixth month for free uterine bleeding dependent upon a 
marginal insertion of the placenta. Her uterine condition gave 
considerable trouble from the menorrhagia which existed. The 
uterus was again curetted and the endometrium revealed all the 
microscopical conditions of a simple adenoma. There was no 
adnexal disease, no kidney disease, and no specific history in either 
parent. Both parents were of a distinctly strumous type. After 
many months of care and treatment the constitutional and local 
conditions became markedly improved, and she became again 
pregnant. Matters proceeded normally till the beginning of the 
thirty-second week, when labour began and the membranes ruptured 
early. When I saw the patient I found her in bed, and the placenta 
was lying on the clothes. The cervix was not fully dilated, and 
accordingly labour was allowed to proceed naturally and terminated 
in three hours from the birth of the placenta. Along the periphery 
of the placenta were numerous white infarctions and three compara- 
tively recent incapsulated hemorrhages in the substance of the 
placenta and situated close to the placental margin on the maternal 
surface. In this case there was no hemorrhage before or after the 
birth of the placenta. 


The points of interest in these three cases are : — 

(1) The premature expulsion of the placenta and in all pointing 
to placenta previa, and in Case iii the last two pregnancies were 
placenta previa. 

(2) The shape and unusual length of the placenta in two of the 
cases. It is not unusual to have the placenta crescentic in shape 
when situated near the os internum, 

(3) The uniform presence of areas of placental infarction on the 
maternal surface. 

(4) The presence of hydramnios in two of the cases. 

(5) A history of endometrial involvement in all the cases. 

(6) The absence of hemorrhage either before or after the 
expulsion of the placenta. 

The puerperium in these three cases was normal. 

In the selected obstetrical works of Sir James Y. Simpson 
(pp. 188—193) there is an article on ‘‘ Notes of 141 Cases in which 
the Expulsion or Extraction of the Placenta preceded that of the 
Child.” He draws the following conclusions from a study of these 
cases in which the placenta was previa : — 
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1. The complete separation and expulsion of the placenta before 
the birth of the child in cases of unavoidable hemorrhage is not so 
rare an occurrence as accoucheurs appear generally to believe. 

2. It is not by any means so serious and dangerous a complication 
as might priori be supposed. 

3. In 19 cases out of 20 in which it happened the attendant 
hemorrhage has either at once altogether been arrested, or it has 
been so much diminished as not afterwards to be alarming. 

4, The presence or absence of flooding after the complete 
separation of the placenta does not seem in any degree to be 
regulated by the duration of the time between the detachment of the 
placenta and the birth of the child. 


The morbid condition of the placenta, viz., that of infarct 
formation, is the most frequent pathological change in placental 
tissue. It is the results of degenerative changes, which have been 
variously designated placentitis, hepatization, scirrhus, fatty 
degeneration, etc. These infarctions, most commonly appearing as 
white nodes, are examples of a fibrous degeneration, due according 
to the researches of Whitridge Williams, Ackerman, Orth and Eden, 
to an endarteritis of the vessels of the villi, a coagulation necrosis 
and the formation of canalized fibrin. Whitridge Williams states, 
as regards their frequency, that minute infarcts are to be found in 
every placenta, while similar areas, measuring 1 cm. or more, were 
obtained in 65 per cent. of 500 consecutive placente examined. 
The red infarct is rarer than the white, and is stated to have some 
association with albuminuria. In the mother this was present in 
33, 60, 67 per cent. of cases collected by Cagny, Rossier and Martin. 
In Case ii with red infarct formation there was no albuminuria at 
any period of the pregnancy. These red infarcts are of greater 
clinical significance than the white formations, and are frequently 
associated with imperfect development of the foetus, and are at times 
a cause of death of the child. 


Red infarctions are areas of placenta of a pinkish colour, 
irregular in shape, hard in consistency, and well defined from the 
normal tissue; they are generally situated on the maternal surface 
and occasionally in the substance of the placenta. Marked fibrous 
degeneration of the placenta associated with infarction interferes 
with the most important vital functions of the placenta, and if this 
pathological condition is widely distributed through the placenta the 
life of the foetus is seriously endangered. In the three cases reported 
the evidently pronounced placental changes probably contributed 
to the easy and premature detachment of the placenta. There was 
no suspicion, in any of these cases, of specific disease, and the 
placente in no respect were like those one is accustomed to find 
associated with syphilis. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their wnusual character or 
from being, in a special sense, typical exwmples of their class). 


A Case of Sarcoma of the Uterus. 


By Earpiey M.D. 


Tue unusual histological nature of the new-growth and the accom- 
panying changes in the endometrium make this specimen of sarcoma 
of the uterus worthy of record. The clinical history of the case, 
which presents no unusual features, is, briefly, as follows :— 

The patient, aged fifty-five, was admitted to the Metropolitan 
llospital in August 1910. Her only pregnancy occurred twenty-eight 
years previously, and ended in normal labour. She ceased 
menstruating at the age of forty-two. Five years previous to 
admission a vaginal blood-stained discharge made its appearance, 
and has been more or less continuous ever since, though varying 
greatly in amount from a few drops a day to sufficient to soak a 
diaper. For the three months preceding admission she has had 
severe, daily, paroxysms of pain, lasting from one to twelve hours, 
and felt chiefly in the lower part of the abdomen, right groin and 
sacral region. On examination the uterus was found enlarged to 
the size and shape of a twelve-weeks pregnancy; it was smooth, 
very hard and fixed; its lower pole formed a dome-shaped bulge into 
the vaginal vault, in the centre of which lay the os externum. 

My diagnosis was a fibro-myoma of the cervix; I did not suspect 
sarcoma. 

On August 10th I performed abdominal panhysterectomy. The 
broad ligaments and pelvic connective-tissue appeared free from 
disease. There were a few adhesions, evidently of recent inflamma- 
tory origin, between the uterus and small intestine, which were 
easily separated. A dense adhesion bound the uterus to the great 
omentum ; during its separation a strip of uterine wall, of the size of 
a florin, broke away with it. At the time I suspected that this 
strip was merely the thickened peritoneal covering of the uterus, 
but subsequent examination of the uterus showed that it consisted of 
the whole thickness of the thinned uterine wall. The patient made 
a normal recovery. 
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On October 6th she was again admitted with acute abdominal 
symptoms and in a state of collapse; she died in a few hours. Post 
mortem, the intestines were greatly distended and the peritoneal 
cavity contained free gas and a quantity of fluid feeces which had 
escaped through two or three rents in the hepatic flexure of the colon. 
A large mass of growth occupied the pelvis; it was about the size of a 
cocoanut, and presented a dome-shaped upper surface covered with 
peritoneum ; on section it was firm and hemorrhagic. A dissection 
of the pelvic viscera, which were removed en masse, showed that the 
growth occupied a central position. It had eroded the walls of the 
cecum and had grown slightly into its lumen; the rectum was 
compressed, and its lumen almost completely obliterated ; the bladder 
was compressed and lay in front of the growth. 

The exact origin of this secondary growth is difficult to determine. 
Since it lay behind the peritoneum, its origin from the 
piece of uterine wall which broke away with the adhesion may be 
excluded ; it probably arose from a vascular metastatic deposit in the 
pelvic connective-tissue. No secondary deposits were found in other 
parts of the body. 

Description of the specimen. The maximum measurements of 
the uterus (after hardening) are—length 3fin., breadth 3in., and 
antero-posterior diameter 3}in. It was hardened in 5 per cent. 
formalin and bisected sagittally. Examination of the cut section 
(Fig. I.) showed that the uterine cavity was filled with a dark red 
mass like blood-clot. The cut surface was not uniform throughout; 
in places, firmer and lighter areas were interspersed throughout the 
main dark-red mass. ‘The wall of the uterus, which was much 
thinned, was everywhere separable from the contents except over an 
area 2} in. long on the posterior wall; here, where the uterine wall 
and contents were in direct continuity, a few whitish areas suggested 
new growth, and my first impression was that the specimen was one 
of carcinoma of the body with hematometra. 

Microscopical sections, made through the whole uterus, showed 
that the specimen was one of sarcoma. Fig. II. is a photo- 
micrograph of such a section; at the point marked 1 is the area of 
uterine wall from which the growth originated; the unfortunate gap 
is the result of removal of a small piece for separate microscopical 
examination. 

The uterine contents consist of autolytic growth lying in a 
hemorrhagic stroma. The sections may be considered in detail 
under two headings :— ; 

(1) The new growth. Fig. III. is a drawing from a microscopic 
section of the growth near its origin. It consists of small round 
cells grouped for the most part in irregular masses, but in places 
forming definite strands which enclose rounded spaces or alveoli. 
A blood-vessel is seen in cross section, and it will be noted how, 
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apparently, the cells are originating in radial strands from the 
endothelial cells forming its wall. 

The main mass of new growth filling the uterine cavity consists 
of the hemorrhagic-looking material already described. Microscopic 
examination of this mass shows it to consist of autolytic growth 
which, so far as can be determined from the “ shadow outlines” of 
the cells, connective-tissue and blood-vessels composing it, is of 
essentially the same histological structure as the section already 
described (Fig. III.). The blood-vessels are very abundant, and 
their persistent outlines are readily made out in Fig. II. The 
stroma throughout this part of the growth is hemorrhagic; not only 
are there large spaces, with definite walls, filled with blood-corpuscles, 
but also interstitial hemorrhages amongst which groups of cells 
and blood-vessels lie irregularly and widely separated from one 
another. There are also a few areas of recent hemorrhage. In 
certain places are small rounded islets of living growth, whose well- 
formed and perfectly staining cells stand out very distinctly from 
the surrounding autolytic mass. A blood-vessel occupies the centre 
of these islets, a group of which is seen in Fig. IV. Examination 
with a high power shows that the tumour-cells are in continuity 
with, and seem to originate directly from, the endothelium of the 
vessel. A reference to Fig. III. shows the same appearance in the 
growth at its origin from the wall of the uterus. Two interpretations 
may be placed on this—(a) the islets of growth are living because 
they surround a blood-vessel and are nourished by the blood circulat- 
ing in it; (b) the islets represent a new formation which has arisen 
directly from the vessel wall, 7.e., perithelioma. 


(2) The endometrium. Two changes are noteworthy in the 
endometrium—(a) it has undergone great proliferation in certain 
places Fig. II. 2, 2, 2,): this proliferation is most noticeable in the 
neighbourhood of the site of origin of the growth from the uterine 
wall. The glands are increased in length and in complexity; they 
do not anywhere invade the uterine wall. The cells lining the 
glands and covering the interglandular processes have undergone 
proliferation, and the single layer of cells is replaced by one many 
layers thick: in certain places, in fact, the cells form solid masses. 
This appearance is shown in Fig. V. (6) The metaplasia of the 
cubical glandular epithelium into squamous epithelium: this is 
shown in Fig. V. This metaplasia has occurred in the places where 
the cells have proliferated. 

The interest of the foregoing description lies in the proper inter- 
pretation of—(1) the nature of the new growth; (2) the nature of the 
changes in the endometrium, 

The new growth I consider to be a sarcoma; this also was the 
con¢lusion arrived at by the Pathology Committee of the Gyneco- 
logical Section of the Royal Society of Medicine, who examined the 
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specimen. Those who would prefer to call it a perithelioma have a 
certain amount of evidence in their support; but, the fact that 
tumour cells appear to spring directly from walls of blood-vessels is 
insufficient evidence of this, for it is a frequent appearance in 
sarcoma. Mr. Shattock, who kindly examined the sections for me, 
was quite certain it was not a perithelioma, but a “ hemorrhagic 
sarcoma ” (angio-sarcoma) similar to the variety which affects bone. 

As for the changes in the endometrium, a possible interpretation 
is that they are carcinomatous, the evidence for this being the 
combination of glandular proliferation (similar to that found in 
adenoma malignum), cellular proliferation and metaplasia of cubical 
into squamous epithelium. This evidence I look on as insufficient 
and consider these changes to be the result of chronic irritation, 
or whatever else it may be called, of the endometrium by the 
sarcomatous growth, Multiplication of epithelium is common enough 
in chronic inflammation of mucous membranes, and metaplasia of 
epithelium is no longer looked on, as once it was, as significant of 
carcinomatous changes. 


Fic. I. Uterus in sagittal hemisection (rather less than natural size). 

Fic. II. Microscopic section through whole uterus in sagittal plane. Photo- 
micrograph (X2). 1. Site of origin of growth. 2.2.2. Sites of proliferation of 
endometrium: 2* is point from where Fig. V. is taken. 3.3. Areas of fresh 
hemorrhage. 4. Isolated patch of living growth. 5.5. Situations where there are 
islets of growth (Fig. IV.). 

Fic. III. Microscopic section of growth near site of origin from uterine wall 


x 300). 
Fic. IV. Microscopic section of islets of growth lying amongst blood and 
autolytic tissue. Photomicrograph (105). 
Fic. V. Microscopic section through endometrium at point marked 2* in Fig. IT., 
to show proliferation of cells and metaplasia of epithelium. Photomicrograph (X75). 
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A Case of Cesarean Section for Severe Cardiac 
Disease, Done Under Spinal Anesthesia. 


By James Wyatt, F.R.C.S. 
Obstetrical Tutor to St. Thomas’s Hospital. 


Tus case is of interest from the fact that it is the first case of 
Cesarean section done under spinal anesthesia, “reported” in this 
country; it also suggests a new form of treatment for pregnancy, 
with advanced cardiac disease, when other forms of delivery are 
contraindicated. 

The patient, aged 32, was admitted to St. Thomas’s Hospital 
under the care of Dr. Fairbairn on November 12 1910. She had had 
seven previous pregnancies, all normal, and up to seven months ago 
had been able to get about and work without any trouble, She gave a 
history of chorea at the ages of seven and fourteen. The last 
menstrual period had ended on March 10th, 1910, and, for the first 
three months of her pregnancy, she had rather marked morning 
sickness accompanied by attacks of palpitation, dyspnoea and cardiac 
pain. As pregnancy advanced, the shortness of breath became more 
marked, and this brought her to the hospital. 

She was a pale woman with much respiratory distress, and could 
not lie comfortably in bed except when well propped up. 

The heart was markedly enlarged and the apex beat diffuse and 
forcible, with a pronounced presystolic thrill. 

Rumbling presystolic and systolic murmurs were heard over the 
apex of the heart, and fine crepitations at the bases of both lungs. 

The uterus reached to within four inches of the ensiform cartilage, 
the foetus lying in the first vertex position. 

The patient was kept in bed all through December and her 
condition improved considerably, but on January 6th, after the 
abdomen had been examined to ascertain the condition of the 
pregnancy, she had a very severe attack of cardiac failure. She 
became cyanosed, there was marked dyspnea and only when she was 
propped straight up could she breathe at all. Liq. Strych. Hydro- 
chlor. “v. hypodermically was given immediately and oxygen 
administered, and this was followed in two hours by Digitalein gr. 
Lig. Strych. Hydrochlor. Niv. hypodermically, and leeches 


over the liver area, then Liq. Strych. Hydrochlor. Niv. hypoder- 
mically four-hourly. 


We, 
rai 
3 


Wyatt: Cesarean Section for Severe Cardiac Disease 61 


Her condition gradually improved, and in a week was as good as 
before the attack. 

On January 26th the patient was allowed up in a chair for a few 
hours, and until February 2nd daily, with no ill results, but on the 
latter date she had another attack of cardiac failure; one of the 
most marked symptoms being the fear of impending death. How- 
ever under the same treatment as previously she commenced to 
improve, but three days later had yet another attack, and her condi- 
tion seemed to indicate that it would be impossible for her to go 
through her labour which was due in about 14 days. 

Dr. Fairbairn decided to do a Cesarean section, and as general 
anesthesia was practically out of the question it was decided to do 
it under spinal anesthesia. 

On February 6th at 9 a.m. 1°6 cc. of tropococaine with adrenalin 
were injected into the spinal theca between the second and third 
lumbar vertebre (the skin having been previously cocainized), and 
within ten minutes there was complete anesthesia from the subcostal 
line downwards. 

The abdominal cavity was opened in the usual way anda four-inch 
incision made into the anterior wall of the body of the uterus 
through which a living female child was delivered, the placenta and 
membranes were removed and the uterine wound stitched with No. 1 
silk sutures. 

The patient was then sterilized by removal of a piece of each 
Fallopian tube, and the abdominal wound was closed in three layers, 
viz., peritoneum and rectus sheath with No. 00 silk and the skin with 
Michel’s clips. 

During the operation the patient vomited three or four times but 
otherwise stood it well, and on the same evening her condition was 
very satisfactory; the sickness had passed off and the pulse was 108. 

For the next three days, viz., 7th, 8th and 9th February, the 
patient’s condition was very satisfactory; the pulse varied between 
100 and 112, she took nourishment well, and on the third day her 
bowels were well opened after a dose of castor oil. In fact, her 
condition was if anything better than before the operation. But on 
February 10th, four days after the operation, a marked change 
became manifest. At 10a.m. her heart began to fail; with strych- 
nine and oxygen she managed to rally slightly, but there was never 
any real improvement and, on February 11th at 10a.m., she died. 

At the post-mortem the heart was found to be much enlarged, 
weighing 15} ozs. ‘ 

The mitral valve showed a marked degree of stenosis of the 
button-hole type, in fact the tip of the little finger could only be 
inserted on great pressure and water only just trickled through from 
the auricle to the ventricle. The aortic valve was somewhat 
sclerosed and incompetent to water. 
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The liver, lungs and kidneys were greatly congested and showed 
all the signs of back pressure, the liver especially being much 
enlarged. 

The uterus was of the size consistent with the date following 
delivery. 

The peritoneal aspect of the Cesarean wound was firmly closed 
and the deeper part showed early signs of healing and was quite 
healthy. All the stitches had held. 

The child was artificially fed and thrived well, leaving the 
hospital at the tenth week, 

There is no doubt that this case could not possibly have gone 
through a normal labour, even if early induction had been done, 
and although, unfortunately, the patient died, it was not the result 
of the operation and, possibly, if it had been performed a few weeks 
earlier a more favourable result might have been obtained. 

Cases of cardiac disease with the heart well compensated go 
through a normal labour with very little more trouble than a healthy 
person. But in those cases where the compensation fails, labour, 
even if brought on some weeks before term, is sufficient to produce 
complete failure, and it is in these cases that Cesarean section under 
spinal anesthesia seems to be indicated. The risks from the 
operation itself (done at the time of election) are nowadays practi- 
cally nil, and in the case described the patient suffered in no way 
from shock, which would, in this type of case, most probably prove 
fatal. Later, when more cases have been recorded, one will be able 
to form a better judgment; anyhow it seems a method well worth 
trying in lieu of a better one. 

My thanks are due to Dr. Fairbairn for allowing me to publish 
this case. 
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Cure of Vesico-Vaginal Fistula by Abdominal 
Section. 


By E. Hastines Tweepy, F.R.C.P.I. 
Gynecologist, Steevens’ Hospital, Dublin. 


Tue technique for the repair of vesico-vaginal fistula, though 
greatly improved within recent years, still leaves much to be desired. 
It would be an interesting subject for the statistician to determine 
the number of cures resulting from the first operation. For my own 
part I confess to failure in a large number of cases, but, save in one 
instance, I have never failed to bring about ultimate cure. 


The following history not only shows the difficulties that beset 
an operator but also demonstrates how extensive are the procedures 
that have sometimes to be faced. 


E.D., 46 years, admitted to the Rotunda Hospital August, 1910. 
Had a “ Wertheim” hysterectomy performed for squamous-celled 
carcinoma of the cervix. Two days after operation she developed 
a vesico-vaginal fistula. Four weeks later an attempt to close this 
through the vagina utterly failed, the bladder being fixed so high - 
in the pelvis that it would not pull down enough to give access to 
the fistula. The patient refused further treatment and was dis- 
charged, to return on October 24 because of the discomfort from 
continuous dribbling of urine. 


Examination revealed a fistula 1x1}in. in the vault of the 
vagina through which part of the bladder wall had prolapsed. From 
the vagina it was absolutely impossible to reach or close this fistula. 
On October 28 the lower half of the old scar was cut away and the 
abdomen opened. There were no adhesions or evidence of malignant 
disease. An assistant’s finger was passed into the vagina and an 
incision made on it. The back wall of the bladder was opened and 
the incision was continued down until it communicated with the 
fistula. The edges of the latter were freshened. The bladder and 
vaginal openings were now continuous. Beginning behind, the 
vagina was closed with interrupted catgut sutures down to the level 
of the fistula. The fistula and incision in the bladder were closed 
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with interrupted catgut sutures, starting at the anterior extremity 
and working backwards. Finally the peritoneum was closed over 
the whole raw surface with interrupted catgut. A gauze plug was 
placed along the peritoneal wound and the end brought out the lower 
angle of the abdominal incision. The abdomen was closed in layers. 


A wing catheter was left in for 11 days. 
leakage. 


Discharged November 19, 1910, completely cured. 


There was never any 
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Ovarian Cyst with Torsion of Pedicle, Giving Rise 
to Unusual Symptoms. 


By Ws. D. Macrartane, Jun., M.B, and C.M., 


Surgeon to the Royal Samaritan Hospital for Women, Glasgow. 


Miss D., aged 37, by occupation a district nurse, was sent to me 
with a history of kidney pain of seven years’ duration, and of three 
recent attacks of pain of an unusually severe nature accompanied by 
sickness and vomiting. The pain was most acute in the left lumbar 
region, followed the course of the left ureter, and there was dysuria 
and very frequent micturition ; at no time had there been evidence of 
hematuria. The patient was a strong, powerfully-built woman, her 
duties as a district nurse involving long cycle rides. Two of the 
severe paroxysms of pain occurred during these journeys. 

History of illness, Seven years ago the patient began to suffer 
from pain in the left side, beginning in the lumbar region; her 
medical attendant had considered the condition to be one of renal 
calculus. This condition continued at intervals of one or two 
months till December 1910, when she had three very severe 
paroxysms of pain and vomiting. When the pain at first began it 
lasted for about an hour and was accompanied by nausea; there 
were, however, no urinary symptoms, such as frequency of 
micturition or pain. During her illness, from beginning to the end, 
there was never hematuria nor at any time was a calculus of any 
size ever passed per urethram. In the month of December 1910 two 
very acute attacks had temporarily invalided the patient for a few 
days. The last seizure was the occasion of my being consulted as to 
her condition. The pain had at no time any relation to menstrua- 
tion and was not accompanied by any bloody discharge from the 
vagina. All the thoracic organs were normal. Urine acid, sp. gr. 
1024, free from pus, albumin or sugar. 

Abdominal examination. On palpation over the left lumbar 
region bimanually there is no pain and no evidence of an enlarged or 
abnormal kidney. The abdomen on inspection is that of astout, well- 
nourished woman, with a thick layer of adipose tissue; there is no 
evidence of an abdominal tumour. On palpation, a tense, cystic 
swelling is found occupying the middle line from the symphysis 
pubis to within three fingers’ breadth of the umbilicus; it does not 
seem to have much mobility and is painless on pressure or attempted 


movement. The percussion note is dull over the swelling and 
resonant in flanks. 
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Examination per Vaginam. The vagina is small and that of a 
nulliparous woman. The uterus is pushed backwards towards the 
hollow of the sacrum, the cervix uteri pointing towards the 
symphysis and lying two fingers’ breadth behind it. Bimanual 
examination without an anesthetic was unsatisfactory; under 
chloroform and ether anesthesia after bimanual examination per 
vaginam and rectum a diagnosis of ovarian cyst, with probable 
torsion of the pedicle, was made. 

Operation. Under chloroform and ether anesthesia the abdomen 
was opened in the middle line by an excision extending from 
umbilicus to within two inches of symphysis. Omentum and 
intestines were densely adherent all over the surface of the tumour. 
The rectum and right uterine appendages were also firmly attached 
to the cyst wall. After carefully removing the adherent omentum 
and bowel from the tumour wall, a long, thin pedicle with three 
turns from left to right, was found attached to the tumour, which 
proved to be a unilocular cyst of the left ovary. The right tube, 
which had become converted into a hydrosalpinx, was removed along 
with the tumour; the ovary was not removed. There was consider- 
able injury to the bowel which had been adherent to the cyst wall, 
and at one part there was a complete tear; a Cushing suture with a 
fine celluloid suture was used for the repair of the intestinal injuries. 
The bladder was also fixed to the cyst wall and some slight injuries 
to it were repaired. The vermiform appendix was thickened with 
evidence of chronic inflammatory mischief, and was also adherent 
to the cyst wall. The appendix was removed. The abdomen was 
closed in layers, with Michel’s clamps for the skin. The patient made 
an uninterrupted recovery, and was dismissed on the 24th day after 
operation. She has remained well ever since with complete freedom 
from pain. 

It is of interest to note that all the symptoms were referable to 
the left side, and limited entirely to the lumbar and left iliac regions. 
Despite the fact that the omentum and bowel were firmly adherent 
over the cyst, which was about the size of an adult’s head, there was 
at no time any complaint of abdominal pain nor was there pain on 
deep palpation. It is possible that the pain, which had lasted for 
seven years, was due to a small and slowly increasing ovarian cyst 
with occasional and partial twisting or dragging of a long pedicle. 
The patient now enjoys robust health and is free from all her 
previous bladder symptoms. 
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Anatomic Repair of Female Pelvic Floor 


REVIEWS OF CURRENT LITERATURE. 


Unper Cuarce or Earpiey Hottanp, M.D. 


LIST OF COLLABORATORS : 


Lonpon. Alban Doran, F.R.C.S.; S. Jervois Aarons, M.D.; J. Barris, 
M.B.; C. White, M.D.; J. A. Willett, M.D, ; J. Wyatt, F.R.C.S. 

EprnsurcH. Miss J. H. Filshill; R. W. Johnstone, M.D.; James 
Young, M.D. 

Grascow. E. H. L. Oliphant, M.D. 

ABERDEEN. W. R. Pirie, M.B. 

BrrMIncHaAM. Frederick Edge, M.D.; H. B. Whitehouse, M.S. 

Mancuester. W. Fletcher Shaw, M.D. 

Suerrietp. W. W. King, M.D. 

CuentennaM. C. J. N. Longridge, M.D. 


Common Fallacies Regarding Skin Disinfection with Special 
Reference to the Iodide Methods. 

Martin B. Tinker (Surgery, Gynecology and Obstetrics, June 1911).—Having 
carried out a number of experiments to test the value of iodine for skin disinfection, 
the author finds that iodine can not be relied upon to kill spores. The most effectual 
method of destroying spores is to rub the skin with Harrington’s solution (one in 
250 bichloride of mercury with 2 per cent. hydrochloric acid in 95 per cent. alcohol) 
for two and a half minutes, and then sponge with alcohol. Since frequent and long- 
continued use of this solution damages the skin, the author advises immersion in 
bichloride and a final cleansing in alcohol for the preparation of the hands. 

W. W. K. 


A Position for Saving Time and Facilitating Combined Abdominal 
and Pelvic Outlet Operations. 

A. C. Scorr (Surgery, Gynecology and Obstetrics, June 1911) has devised a new 
form of leg rest by the use of which it is possible to perform combined vaginal and 
abdominal operations without changing the position of the patient. In urgent cases 
two surgeons can operate simultaneously on the vagina and abdomen. The various 
positions are well illustrated. W. W. K. 


The Anatomic Repair of the Female Pelvic Floor. 

C. M. Watson (Surgery, Gynecology and Obstetrics, June 1911) describes, with 
illustrations, the operation which he performs for a torn or relaxed pelvic outlet. 
The steps of the operation are as follow :— 

(1) Tenacula forceps are placed just posterior to the orifices of Bartholin’s ducts, 
and the muco-cutaneous margin is incised along this line. 

(2) The posterior vaginal wall is dissected up, but none is removed except in 
so far as may be necessary to trim the edges. 
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(3) The levatores ani are found and two to four kangaroo tendon sutures are 
inserted, but not tied. 

(4) A continuous, subcutaneous, No. 1, catgut suture is commenced at the summit 
(i.e., the centre point) of the reflected vaginal mucous membrane and continued for a 
short distance; this suture is completed when the deeper work is finished. 

(5) The sutures in the levatores ani are tied; and the fascia, etc., on the perineal 
aspect of the levator ani are united with No. 2, 20-day, catgut. The most posterior 
of these is left long in order that it may be tied to the end of the subcutaneous 
suture after its completion. 

The subcutaneous suture is used because it causes less post-operative discomfort, 
and allows early sealing of the wound. W. W. K. 


Complete Anatomic and Functional Restoration of the Anus. 


H. T. Hurcuines (Surgery, Gynecology and Obstetrics, June 1911) gives an 
account of a case of congenital absence of the anus in which the rectum opened into 
the vagina. The patient was 25 years old, and had had slight incontinence of feces 
if the bowels were relaxed. There was no external evidence of an anus, but on 
palpation through the rectum an annular structure could be felt which was 
recognised as the sphincter. The rectum was separated from the vagina and 
surrounding tissues for about three inches, and then pulled out through a hole made 
in the middle of the supposed sphincter ani and sutured to the skin edge. At the 
end of six months the patient had complete voluntary control over the sphincter. It 
is interesting to note that a voluntary muscle such as the sphincter ani, which had 
not functionated for 25 years, could develop its function so completely in a few 
months. W. W. K. 


Hydatid Disease in Gynzcology. 

ABADIE-FeyGuINE and Asapie (Revue de Gyn., May 1911) have collected some 
recent cases from the literature, and give details of five cases which have come 
under their observation. 

The first case was a cyst extending up to the umbilicus and situated between 
the bladder and the uterus. The bladder was raised in front of the tumour, and 
was opened freely before the relations of the cyst were made out. The lining of the 
cyst was removed and the abdomen closed. Fleig’s reaction positive. 

The second case was a cyst containing 1 litre of fluid attached to the Fallopian 
tube and filling up the pouch of Douglas. It was removed. Fleig’s reaction 
negative. 

In the third case there were multiple cysts in the omentum and mesentery. 
The omentum was freely removed and formalin injected in those which could not be 
removed. The patient died four years later. Fleig’s reaction positive. 

The fourth case also had signs of generalized hydatid disease with much free 
fluid. Fleig’s reaction positive. The patient refused operative treatment. 

The last case was also one of multiple cysts, of which some were drained and 
others injected with 10 cubic centimetres of 1 per cent. formalin. This patient was 
the only one that died as the result of the operation. Fleig’s reaction was positive. 


The authors give details of Fleig’s reaction, which, they think, is of the greatest 
value to gynecologists who work in places where hydatid disease is common. 
In their own case where the reaction was negative the cyst was an old one which had 
suppurated from infection from the tube, and thus the chemical composition of its 
contents was altered. Cc. W. 
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Toleration of the Corset: Prescribing Where One Cannot 
Proscribe. 

Rosert L. Dickinson (Amer. Journ. Obstetrics, June 1911), in an exhaustive 
article profusely illustrated with diagrams and full-length drawings, states that 
corsets may be classed as corrective, neutral and harmful. The average corset still 
shows constriction at the waist line of the form, if not of the degree, of the hour-glass 
design. 

His observation contradicts the claim that low abdominal girdling and “lifting” 
have taken the place of waist line pressure. Tests show that in two-thirds of the 
cases there was greater pressure at the waist than lower on the abdomen, one-third 
being equal. In thin women natural conditions were general. Pressures on the 
lower ribs still ran high. In one-half the cases all pressure ran high. The spring 
or gap of the corset when unhooked gives an excellent practical measure of the 
amount of pressure exerted, two and a half inches being the most that should be 
tolerated. Comparison of the girth over the corset with that measured around the 
underskirt is worthless as an index of constriction. Interior tests show little effect 
on increase in vaginal pressures in corseted women whose abdominal walls and pelvic 
floor were firm, but they indicate a marked rise in intra-pelvic pressure from 
exertion in corseted women whose muscles were flabby and interior supports relaxed. 
The tight corset harms vigorous women little, weaker women greatly. 

Among postures, one-half were found defective, one-third good. Alteration in or 
change of the corset often brought about marked improvement in attitude. A 
simple test consists in standing a patient with heels against a mark on the floor, 
and her side to the wall, and noting the location of the scapula and buttock with 
and without the corset and any change for the better or worse in the centre of 
gravity or uprightness. Certain types of body form are particularly susceptible to 
defective corseting, such as an individual with a long and slender trunk. 

As a type little affected by corsets Dickinson gives the muscular and active 
woman, with abdominal walls of good tone and pelvic floor firm and uninjured, with 
internal organs normally anchored and no great fat padding, and as a type commonly 
harmed by corsets gives the relaxed long-bodied women, her lower chest easily 
compressed, her internal organs lacking fat cushions that are adequate and supports 
that are resilient (whether from defect in development or over-stretch of pregnancy) 
He contrasts these types in several of the figures, and groups them as follow :— 

A small class of women who suffer no apparent permanent injury even by 
excesses in pressure and constriction. 

A large class where moderate degrees of constriction are tolerated with hardly 
appreciable harm. 

A large class of women somewhat below par in whom abdominal constrictions 
slowly induce considerable alterations sometimes permanent. 

A small class wherein even slight departures from normal conditions cause serious 
disturbances, 8. J. A. 


Pfannenstiel’s Wedge-Resection of the Uterus. 

Otro von Franquk (Zeitschr. f. Geb. und Gyn., Bd. Ixvi, Heft 3) gives his 
opinion of this operation for prolapse combined with metroendometritis, which he has 
performed fifteen times. The operation consists in drawing the uterus forward 
through the vesico-uterine folds, stitching the vesical peritoneum to the posterior 
wall of the cervix, and then, by two converging incisions extending from the cornua 
to the os internum, removing as much of the fundus and body as is necessary. 
The two halves of the uterus are then united in the middle line by catgut sutures, 
and the reconstructed uterus stitched in between the bladder and the vaginal wall. 

Franqué regards the operation as a welcome addition to our means of treating 
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both partial or complete prolapse in those cases in which either the body of the uterus 
is so enlarged that it cannot be dealt with without further plastic operation, or in 
which an account of symptoms, particularly bleeding, special treatment is indicated. 
He has experienced, like others, a number of post operative temperatures with this 
method of treatment. This he regards as due to the necessarily imperfect hemostasis 
and the difficulty of carrying out a strictly aseptic technique by the vaginal route. 
Franqué regards the conditions of the wound and operation as very favourable to 
septic development, and is of opinion that, if by any unfortunate chance the infecting 
organisms were virulent, the prognosis would be more grave than in similar circum- 
stances after total extirpation of the uterus. R. W. J. 


A Case of Hydatid of the Uterus. 


A. E. Gites (Lancet, June 24 1911) reports :—A patient, aged 32, was admitted 
to Hospital under his care with a swelling in the lower part of the abdomen of some 
duration and a good deal of nausea for the last month. Menstruation quite regular 
and moderate. 

On examination a tumour was felt connected with the front and left side of the 
uterus, and was thought to be a fibroid, but on opening the abdomen the tumour felt 
too cystic for a fibroid and was thought to be some degenerating malignant condition, 
so a panhysterectomy with removal of both appendages was done. 

The tumour had the form of a rounded cyst bulging out of the anterior uterine 
wall, and on opening it, it was found to contain numerous daughter and grand- 
daughter cysts, and on microscopical examination hooklets were found. 

The cyst was in the actual substance of the uterine wall, and there was about 
the same thickness of uterine muscle on the peritoneal and mucous aspects of the cyst. 

As regards the mode of infection, he thinks that as there was nothing to suggest 
that the parasite had entered either from the cervical canal or through the peritoneal 
surface of the uterus it must have been via the blood stream, and as there was no 
evidence of disease elsewhere the case was one of primary echinococcus colony in 
the uterus. 

He has been unable to find a single case recorded in the literature of this country 
and only seven or eight in that of other countries. J. M. W. 


Inversion of the Uterus. 


Covuvetatre (Ann. de Gyn. et d’Obstét., June 1911) records an interesting case. 
The patient was aged 23, and was delivered by forceps. After the placenta had 
come away (details are not given of the management of the third stage) there was a 
sharp post partum hemorrhage, and the uterus was found to be inverted. It was 
replaced manually, but was again inverted the next day. The puerperium was 
uneventful, and when she was sent into the Clinique Baudelocque, over two months 
later, she was in good general health. Vaginal examination showed a mass as big 
as a turkey’s egg in the vagina; the mass was formed by the completely inverted 
uterus. For eight days she had a Ribes’ bag put in the vagina, but the uterus 
remained in the position of complete inversion. It was now decided to adopt 
operative measures, and the abdomen was opened and the round ligaments, tubes and 
ovaries were found in the depression caused by the inverted fundus. The cervix was 
contracted and attempts to dilate the cervical ring by Hégar’s dilators failed as the 
ring contracted again the moment that the bougie was removed. An assistant then 
tried to replace it by pressure of the hand in the vagina, while Couvelaire kept the 
parts steady through the laparotomy wound. Finally the posterior wall was cut 
from the vagina half-way up the body of the uterus. Combined vaginal and 
abdominal manipulations now succeeded in replacing the uterus, but the uterine wall 
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tore up to the itundus. lor tais reason the uterus was removed. ‘Lhe patient made 
a goou recovery. 

‘Lhe illustration shows that both ovaries were removed at the same time; no 
reason is given for this. Sections of the wall of the uterus showed that involution 
nad proceeded normally. Cc. W. 


A Consideration of Complete Procidentia in the Nulliparous 
Woman with Speciai Reference to Lack ot Physical and 
Mental Development. 

CHARLES OBER KEPLER (Amer. Journ. Obstetrics, June 1911), in a paper of some 
length, describes in detail a case which came under his observation in 1907. He 
affirms that procidentias in the nulliparous are essentially of two classes, those due to 
congenitally defective physical development, which cases usually occur at or near 
puberty, and those cases occurring later in life but not necessarily associated with 
congenitally defective physical development, and summarizes his conclusions as 
follow :— 

That complete procidentia is more frequent in the nulliparous than has been 
formerly supposed, approximately seventy cases have been reported in a scattering 
way in the literature, that eighty cases have been given him by correspondents, 
that he has had one of his own, and that some uncertain ones, without details, 
have been spoken of by others. 

The condition is usually acquired from congenital causes in infancy or youth, 
but may be acquired later without any discoverable congenital defects. 

it is a true hernia of the sacro-pubic variety, generally beginning in Douglas’s 
pouch by intestinal descent from intra-abdominal pressure. 

It is usually associated with congenital physical stigmata or degenerations. 

In a large proportion of the cases it is found to be associated with mental 
perversions ranging all the way from the mildest hysteria to complete imbecility and 
idiocy. 

It can be treated by any one of half a dozen or more operative procedures, 
depending upon the degree and nature of the prolapse and the judgment of the 
operator. 8. J. A. 


The Treatment of Uterine Fibroids by X-rays. 

Borpier (Jtevue de Gyn., May 1911) gives an account of eighteen cases treated 
with success. He thinks the most favourable type of case is a fibroid of about four 
or five years’ growth in a patient between forty and fifty years of age. The size of 
the tumour is of less importance, but fibroids which have been present for over 
twelve years do not respond well to radiography. He claims that X-rays, as he uses 
them, stop bleeding not only where fibroids are present but also in cases of chronic 
metritis and hemorrhage associated with the menopause. Not only does he get this 
marvellous result within two and a half months, but he further claims that within 
a few weeks there is marked improvement in the general health! 

He admits that some cases do not improve, these include cystic and cedematous 
fibroids and any other kind of degeneration. He then gives details of his technique. 
The good results are put down to actual atrophy of the cells of the tumour and of the 
Graafian follicles and not to the onset of an artificial menopause, because (1) 
occasionally the tumour shrinks before the cessation of menstruation; (2) occasionally 
the bleeding ceases without alteration in the size of the tumour, but further treatment 
then causes shrinkage of the tumour ; (3) post-climacteric cases with pressure symptoms 
improve. 

He states that the internal secretion of the ovary is not affected and that flushings, 
etc., are practically absent, although menstruation ceases entirely. Cc. W. 
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After-histories of Operations for Carcinoma of the Uterus. 

In the Monatschrift fiir Geb. und Gyn., Bd. xxxiii, Heft 6, June 1911, appear 
two papers—one by Scuauta, and one by A. Mayer of Tubingen, dealing with 
carcinoma uteri and the results of operation after considerable periods have elapsed. 

A. Mayer’s article gives statistical tables of 248 cases treated between January 
1902 and December 1905 ; so that fully five years at least have elapsed since the date of 
operation. Of the 248 cases, 211 showed carcinoma of the cervix and 37 carcinoma of 
of the body of the uterus; while 161, or 65°2 per cent., were operable, and 87, or 
35 per cent., were inoperable. 

Of the 161 operable cases, 15 fall to be deducted as operation was refused or 
other procedure than the total extirpation by Wertheim’s method was adopted, thus 
leaving 146 dealt with by the radical Wertheim operation, and 7 where the operation 
was incomplete or only exploratory. Of these 153 cases, 28 died directly after the 
operation, or 18°3 per cent.; and of these 28, 25 were patients suffering from the 
cervical variety, and 3 from disease of the uterine body. 

Of 118 cases of radical operation for cervical disease, 24 died directly, 46 showed 
recurrence, or 389 per cent., 14 died within the five years period, while 34, or 
28°9 per cent., remain well after that period. 

Of 26 cases of radical operation for disease of the uterine body, 7 showed recur- 
rence, or 26°9 per cent. Within the five year period four women died, of whom 
one on autopsy showed freedom from recurrence, and of the remaining 25 radical 
operation cases, 13, or 52 per cent., are known to be healthy after five years. 

Hence it is evident that the prognosis as regards operability and also primary 
mortality and risk of recurrence is much more favourable in carcinoma of the body 
than of the cervix. 

The paper is very minute in description of various points which arise, and is 
illustrated by curves and by a complete tabulation of all the cases treated in each 
year from 1902 to 1905, so that it is of considerable value for reference, but is 
unsuited for a short synopsis. 

The same remark applies to the contribution of Schauta, in which he gives the 
results of ten years’ experience of the extended vaginal operation for carcinoma 
colli uteri, and in which he urges that the abdominal operation and the vaginal 
method should not be set up as rivals, but should be used alternatively as the 
individual case seems to demand. W.R. P. 


Non-Operative Treatment of Uterine Cancer. 

Bétrix, Geneva, publishes | his report (La Gynécologie, June 1911), drawn 
up at the request of the 5th International Congress of Obstet. and Gynecol. 
The title is somewhat misleading, for, though he limits his paper to the discussion 
of cases where primary cases of cancer or recurrences after operation are beyond 
hope of cure by a radical operation, yet his palliative treatment consists chiefly in 
partial operations. 

Radical operations such as those of Wertheim and Schauta are available in about 
half of the cases presenting themselves, and of these not more than a quarter are 
actually cured. Bétrix goes on to plead for the incurables, who should be treated 
continuously in suitable institutions and not merely for short periods when they are 
suffering from urgent symptoms. Hitherto palliative treatment has been largely 
symptomatic, directed to the arrest of alarming hemorrhages, to the keeping down 
of fetid discharges and to the relief of pain. These symptomatic methods have for 
the most part been of doubtful service. Most of the attempts to stop bleeding by 
ligature of the uterine arterial supply have given only temporary relief; the injections 
of such drugs as silver, methylene blue, alcohol and salicylic alcohol have failed. 
Similarly injections of lymph gland, thyroid, nuclein, neurin, trypsin, chlorides, 
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arsenic and such like are of little use. The X-rays have not proved efficacious in 
deep-seated malignant disease, and unfortunately radium is so costly as to be 
beyond the reach of the ordinary practitioner. Fulguration after curetting seems 
promising ; biological methods, with various sera, are on their trial: heat seems to 
give most hope for the future. 


The method recommended by Bétrix is that of a removal of the diseased tissue 
as completely as possible: in fungating cases with a sharp curette, in scirrhus cases 
with knife, blunt scissors or galvanic snare, then to cauterize freely with hot irons, 
the galvano cautery or Paquelin knife. In some cases it may be possible to remove 
the cervix freely with the Paquelin cautery or galvanic snare. After the removal 
by any means of as much of the diseased tissues as possible the raw surfaces are to 
be burnt freely till bleeding is completely arrested. This as a rule is best done with 
a series of hot irons, smaller ones being used as the operation gives access to higher 
parts of the cavity. Chemical caustics are not recommended at this stage. The 
burnt surface is to be well dusted with a drying powder such as bismuth, tannin 
and iodoform, and then packing with dry gauze, treated with dermatol, bismuth, 
xeroform or such like substance. The packing should be renewed at intervals of 
38 to 5 days. The patient must be carefully watched, especially after chemical 
caustics have been used, but perforations of the peritoneum are less alarming than 
might be expected. The chemicals most commonly used—though not recommended 
by Bétrix, are zinc chloride, strong iodine, acetone, pure formaldehyde and carbolic 
acid; fuming nitric acid may be used. After all these procedures fistulas may form 
into bladder, rectum or loop of intestine. 


The results of this treatment are given and are considered encouraging as some 
permanent and unexpected cures have resulted. For the treatment of special 
complications he suggests the carrying of a urinal where there is a urinary fistula, 
to let the patient go about as long as possible, for such cases rapidly succumb to 
septic infection of the urinary organs; nephrectomy is rarely indicated. Rectal 
fistula may be treated by Kiistner’s operation which consists in making a free opening 
from vagina into the rectum above the sphincter and then closing the vulva. 


The usual douches are of little use, in Bétrix’s experience, in keeping down the 
fetid odours of foul discharges. He much prefers a daily dry dressing after the parts 
have been cleansed with swabs soaked in potassium permanganate solution, or 
hydrogen peroxide, formalin, chlorinated water and so on. The part may then 
be touched with pure carbolic acid, tinct. iodine, acetone, ac. acet., etc., before 
plugging with dry xeroform or iodoform gauze, or gauze soaked in half terebene and 
almond oil. General tonic treatment, with arsenic and strychnine, must be kept up 
and the usual list of analgesics and narcotics includes aspirin, phenacetin, antipyrin, 
cocaine and veronal. If all this is being done it does not seem easy to carry out 
the last injunction—to keep the patient in ignorance of her condition. E. H. L. 0. 


Changes in the Fallopian Tube During Pregnancy. 


Katz (Revue de Gyn., May 1911) gives the result of his observations on the state 
of the tube during pregnancy, menstruation and at the time that the ovum bursts :— 

During pregnancy : The epithelium of the tube becomes altered by an increase 
in the mucus-secreting cells. All the cells are enlarged. The connective-tissue 
undergoes a change comparable to the formation of decidual cells. 

When the ovum bursts: No definite changes could be made out in tubes removed 
by operation from patients. 

During menstruation: Changes similar to those met with during pregnancy, 
but not so well marked. Cc. W. 
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Hydrops Tubz Profluens: Primary Cancer of Fallopian Tube. 


WEINBRENNER (Zentralbl. 7. Gyndk., No. 27, 1911) reported this case at a recent 
meeting of a medical society. The patient was 42 years old, she had passed through 
four normal labours and miscarried four years before she came under observation. 
The periods were regular. The illness began with attacks of spasmodic pain in 
the sacral and left iliac region, followed by sudden discharge of a sanious watery 
fluid; this always gave relief. The attacks occurred daily for a time. In the 
intervals a little clear lemon-coloured discharge came away. ‘The patient’s doctor 
detected a hypogastric tumour, and urgently advised operation, but she went abroad 
and it was postponed for a year. The attacks grew less and the discharge diminished 
in a corresponding degree. For four months before operation the patient seemed to 
improve in health, but there was at that stage a constant muco-purulent discharge. 
The tumour was evidently a uterine fibroid, but there was also a very distinct 
swelling, like in outline to a pyosalpinx, in Douglas’s pouch and the left fornix. 
The uterus and appendages were removed, and the patient recovered. There was 
a fibromyoma in the uterus, and the right Fallopian tube and ovary were the seat 
of chronic inflammation. The left tube, normal at its uterine insertion, was greatly 
dilated and contorted in the usual manner. The abdominal end was obstructed 
and the canal was stuffed with a medullary new growth which was found invading 
the ovary at two points. The new growth showed under the microscope the general 
appearances of a papillary carcinoma with a strong tendency to necrosis. At certain 
points there was free proliferation of epithelium, suggesting adeno-carcinoma. In 
the inner or uterine segment of the tube the mucosa was normal, but bore isolated 
innocent papillomata. Weinbrenner dwells on the hydrops profluens, which ceased 
when the canal of the tube was filled up with the new growth. 

(The Reporter (“ Primary Cancer of the Fallopian Tube,” Journat, January 1910, 
p- 1) showed that free watery discharge was recorded in 27 of the first 100 cases 
collected. In only one did the discharge escape into the peritoneal cavity. Fibro- 
myoma of the uterus was a complication of primary tubal cancer in 9 cases. The 
isolated papillomata on the normal mucosa in Weinbrenner’s case should be borne 
in mind, in association with the fact that there was salpingitis on the right side.] 

A.D. 


Primary Sarcoma of the Fallopian Tube. 


ScwerrzeK (Zentralbl. {. Gyndk., No. 26, 1911) reported an instance of this 
disease at a recent meeting of the Breslau Gynecological Society. A woman, aged 61, 
had suffered from loss of weight for six months. Then hemorrhages with fetid 
discharge set in, and lasted about four months, a tumour, supposed to be ovarian, 
was diagnosed, and she was sent to Schefizek, who reported: “ Portio virginal. 
Small retroverted uterus. The right (sic) ovary is a firm tuberous tumour of the 
size of a hen’s egg. The curette showed that the uterine cavity was normal. 
Laparotomy. A tumour, which belonged to the left (sic) tube, was extirpated. 
Malignancy was suspected as it was very friable and was in appearance medullary. 
The corresponding (zugehdrige) ovary was the seat of small cystic degeneration. Right 
(sic) adnexa normal.” [This report is literally translated; it would appear that 
“right ovary” was a slip of the pen.—Rep.] “The tumour is of the size of a 
goose’s egg (vide supra) with knobs on its surface.” The fimbriated extremity and 
about two-fifths of an inch of the uterine end of the tube were normal, between 
them the tube ran directly into the new growth which was made up of short spindle- 
cells, with many large multinuclear cells between them. The tumour was divided 
into sections by scanty strands of connective-tissue which were necrotic at many 
points. The tubal epithelium was altered throughout, being either shed or greatly 
flattened. At the limits between the tumour and the normal tubal tissues papillary 
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growths had developed with involutions of the altered tubal epithelium on its free 
surface, but beneath them the tissue was as in the rest of the tumour, purely 
sarcomatous. Ludwig Fraenkel, discussing the specimen, was doubtful about it, as it 
showed most of the characters of Orthmann’s papillo-alveolar carcinoma. Kiister, on 
the contrary, pointed out that the new growth had all the characters of a mixed 
spindle-celled and giant-celled sarcoma, well bounded off from the epithelium. 
Kistner, another gynecologist, declared that he had operated in “about six” tumours 
of the Fallopian tube, and all proved to be papillary carcinomata. In the last case the 
left tube formed a large hematosalpinx. The mucosa bore disseminated masses, 


as big as hazel nuts, of papillomata. They were, as the microscope showed, 
cancerous. A.D. 


The Cause and Significance of Tubal Rupture in Extra-uterine 
Pregnancy. 

Cuanninc W. Barrett (Amer. Journ. Obstetrics, June 1911) considers that 
there is perhaps no condition which is so universally evil in its results without surgery 
and which gives such uniformly good results when surgery is applied at a seasonable 
time. He states that the only final rational treatment based upon known pathology 
and clinical observation is surgery. Recovery by any other treatment is a matter of 
accident and good fortune, and the choice of time in the light of pathology 
should be the earliest possible time that an operation can be arranged that is 
consistent with the patient’s need. 

He concludes that :— 


Pregnancy, which is considered to be always extra-uterine in the beginning, 
assumes pathological significance when it undergoes ectopic attachment. 

The ovum attached in the tube has a parasitic action, having a malignant 
tendency in that it destroys maternal tissues, imbeds itself in the tube wall and tends 
towards the death of the mother, but in “making its bed digs its own grave.” 

The growth of the ovum or enlargement of the dead ovum mass, together with 
the destruction and thinning of the tube wall, leads to almost certain rupture of 
the tube. 


The primary rupture may be partial and even slight, or it may be complete 
and even fatal. 

If incomplete, a subsequent rupture or subsequent ruptures are the rule. 

With rupture free hemorrhage more or less severe occurs which is never to be 
looked upon lightly and which may prove fatal. 

The loss of blood may be through one rapid fatal hemorrhage or there may be a 
series of lesser hemorrhages. 

If the patient does not succumb to loss of blood the presence of blood and the 
ovum in the abdominal cavity act as irritating foreign substances leading to loss of 
function and pathological changes in the viscera, and perhaps to local and general 
infection, thrombosis, embolism, etc. : 

The dead ovum is only slightly less harmful from the standpoint of rupture than 
the live one, and may be even more harmful from the standpoint of infection. 

A study of the pathology makes all treatment aiming toward killing the ovum 
appear irrational. 

Patients in good condition with or without ruptures are almost certain to have 
future trouble and should have an operation as soon as it is consistent with good work. 

Patients in bad condition with concealed hemorrhage from the cause in question 
have collapse in proportion to the amount of blood lost, and rational treatment must 
look with certainty toward the stopping of future hemorrhage. 

An opening of the abdomen with clamping or ligation of the vessels is the only 
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reliable means of controlling internal hemorrhage, and if done rapidly and with care 
is little tax upon the patient. 


The clinical experience of the world and a study of the pathology of this 
condition points to the danger of delay. 


The more desperate the case while the patient yet lives the greater the call for 
immediate action. 8. J. A. 


Local Tuberculin Reactions in wha gs and the Puerperium, 
and their Diagnostic and Prognostic Significance. 


Srenn (Zeitschr. f. Geb. und Gyn., Band lxvi, Heft 3) records a number of 
systematic observations on the cutaneous and conjunctival tuberculin reactions in 
pregnant and puerperal patients. He found that of healthy non-pregnant women 
65 per cent. gave positive reactions to the cutaneous and 14°5 per cent. to the 
conjunctival tests. During the first six months of pregnancy the proportion sank 
to 54 per cent. and 7 per cent. respectively. In the 7th, 8th and 9th months 
respectively the cutaneous reactions diminished to 36, 30 and 28 per cent., while the 
conjunctival reaction results were consistently negative. In the puerperium the propor- 
tions of positive results were 67 per cent. for the cutaneous and 11 per cent. 
for the conjunctival. The diminution of the reaction capacity during pregnancy is 
perhaps due to a diminution of the tuberculosis antibodies, which diminution in its 
turn may explain the unfavourable influence of pregnancy upon tuberculous disease. 
It is possible that this diminution of the antibodies may be due to their combination 
with the lipoids of the placenta or to their being taken up by the increased lipoids 
of the blood. The conditions governing the reaction in pregnancy are, however, so 
complex that the author does not regard the results as of any great diagnostic or 
prognostic value. An attempt to draw conclusions as to the prognosis of tuberculosis 
in pregnancy by Arneth’s blood method was fruitless. R. W. J. 


Placenta Previa. 


Extice McDonatp (Surgery, Gynecology and Obstetrics, June 1911), from a 
study of 10,600 cases of placenta previa shows that while the maternal mortality 
has fallen from 23 per cent. in 1877 to 7°7 per cent. at the present time, yet the 
foetal mortality still stands at about 55°5 per cent. It is probable that even then the 
foetal mortality is under-rated as so many premature infants die shorfly after birth. 
Post partum hemorrhage and sepsis are given as the chief causes of death, but air 
embolus, or it may be shock, account for a variously estimated proportion. The 
author does not state his own opinion as to the frequency of air embolus, but cites 
one case as being undoubtedly a death due to this cause. The morbidity rate is 
estimated as being 26 per cent.; and tamponage of the cervix, or the prolonged 
retention of a dilating bag, appears to increase the liability to infection. With regard 
to treatment, the author recommends Braxton-Hicks’ version when the _ patient’s 
condition is grave, in all cases of complete, and in those cases of incomplete 
placenta previa in which the child is dead, dying or premature. In other cases the 
use of a 10cm. De Ribes bag is advised. A useful method of keeping these bags 
ready for use is to boil and store them in glycerine which preserves the rubber. 
The author is opposed to gauze tamponage of the cervix as it increases the liability 
*to sepsis and often does not control the bleeding. He sums up the case for Casarean 
section in placenta previa by saying that it kills more mothers and saves a few more 
weak babies. Saline infusions are apparently only used in cases of very severe 
hemorrhage. W. W.K. 
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A Brief Analysis of Forty Consecutive Cases of Placenta Previa. 

J. Currton Epcar (Amer. Journ. Obstetrics, July 1911) shortly outlines forty 
instances of placenta previa treated in the Manhattan Maternity Hospital, and 
summarizes them as follows :— 

Forty cases of placenta previa—ten central, nine partial, twenty-one marginal. 
Seventeen of the cases were ambulance or emergency ones, 

Seventeen were first seen at the onset of the bleeding: in twenty-three the 
hemorrhage had lasted from a few hours to several days. Twenty-three cases only 
were exclusively treated by the hospital, the remaining seventeen had received various 
treatments before entering the hospital. In twenty-nine cases the cervical dilatation 
was two fingers or less when first seen. 

Treatment embraced (1) cervical and vaginal gauze packing in thirty-two cases; 
(2) de Ribes’ bag in three cases; Pomeroy bag in three cases; bimanual dilatation as 
a primary measure in two and following gauze packing in nine cases. 

The methods of delivery were :—1l. Version and breech extraction in twenty 
cases; 2. forceps in six cases; 3. simple breech extraction in five cases; 4. spontaneous 
delivery in eight cases, making with one case undelivered forty cases. Post partum 
uterine tamponade in forty cases. Maternal mortality, 7:5 per cent.; infant 
mortality, 32°25 per cent. 

He considers that cervical and vaginal gauze packing is an efficient means for 
controlling hemorrhage and securing dilatation in placenta previa. 

The maternal mortality of 7°5 per cent. and infant mortality of 32°25 per cent. 
are satisfactory, taking into account the fact that about half of the cases were 
ambulance or emergency cases. 

Version and breech extraction gives a higher infant mortality than delivery by 
forceps, simple breech extraction and spontaneous expulsion. 8. J.A. 


A Consideration of Vaginal Czsarean Section in the Treatment of 


Eclampsia, Based Upon a Study of Five Hundred and Thirty 
Published and Unpublished Cases. 


Revsen Peterson (Amer. Journ. Obstetrics, July 1911), in a long paper, comes 
to the following general conclusions :— 

The maternal and fcetal mortalities are lower, the earlier the uterus is emptied 
after the first convulsion in ante-partum eclampsia. 

Hence, no time should be lost in employing the slower methods, but as soon as the 
diagnosis of eclampsia is established, the uterus should be emptied by the operation 
which will give the best results for mother and child. 

Vaginal Cesarean section meets these requirements because it is based upon sound 
surgical principles, is quickly performed, while its technique can be acquired by 
anyone familiar with the rudiments of obstetric surgery. 

Early diagnosis and early operation in ante-partum eclampsia will lead to a 
marked reduction in both the maternal and fetal mortalities. 

A complete bibliography of the subject is appended which makes this article of 
great interest. 8. J. A. 


Appendicitis and Pregnancy. 


H. H. Scop, Vienna, discusses at great length (Mitt. a. d. Grenzgebieten der 
Medizin u. Chirurgie, xxiii, 2, 1911) the occurrence of this complication. There is a 
kasuistik of no less than 486 cases, classed in various ways, according to their severity 
or the time of onset, operated on or not, presence of general or purulent peritonitis, 


local abscess—cases during puerperium, etc., etc. There is also an extensive 
literature. 
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His conclusions are that appendicitis is comparatively frequent in pregnancy; 
about 24 per cent. of women suffering from appendicitis are pregnant, and about 
1 per mil. of all pregnant women have appendicitis. Pregnancy does not seem to 
favour the occurrence of first attacks, but does cause relapses; the connection between 
the two is not explicable. Simple cases run their course apparently uninfluenced by 
the pregnancy ; severe cases are usually affected for the worse by the onset of labour 
or abortion which the appendicitis brings on, sooner or later (in severe cases) 
from the invasion of the general peritoneum in the inflammatory process, and this 
leads to further complications. The diagnosis is usually rather difficult. The 
prognosis is generally bad, not on account of the pregnancy as such but on account 
of the abortion that is caused, and by the delay in establishing a diagnosis which 
entails delay in proper treatment. 


Expectant treatment is permissible only in mild cases which can be kept under 
careful observation; apart from these, early operation is the method of choice, and 
the period between acute attacks should be selected as in non-gravid cases. 
Induction of labour as a single method of treatment is absolutely to be rejected. 
When there are no signs of the onset of labour the operation is to be performed 
as in non-pregnant cases, with as much care as possible to avoid disturbing the 
uterus and the incision should be made as far externally as possible; opiates should 
be given after the operation. Where the interruption of the pregnancy is threatening 
it is well to close the abdominal wound provisionally as soon as the appendix has 
been removed, then to empty the uterus by vaginal Cesarean section if necessary, 
and then to proceed to the definite cleansing and draining of the peritoneum. In 
cases operated on during pregnancy it is advisable to assist the patient early in 
labour to protect the young scar. E. H. L. O. 


Acute Jejunal Obstruction in a Case of Advanced Pregnancy, with 
Operation and Recovery. 


E. A. Roserts and F, C. Watuis (British Medical Journal, June 24 1911) report 
a case of a woman 37 weeks pregnant who was suddenly seized with pain in the lower 
abdomen. On examination there was no evidence of commencing labour, and the 
bowels had acted the previous day. There had been a similar attack two days 
previously which had lasted for three hours. The following day the pain shifted 
to the epigastric region, became more severe and vomiting, which had commenced 
the previous day, became continuous. Expectant treatment for two days was of no 
avail, so laparotomy was decided on. The abdomen was opened and the uterus 
held forward, and about six inches from the commencement of the jejunum the bowel 
was seen to be pressed on by the uterus. There was no suggestion of volvulus, 
but there was a definite line where the bowel ceased to act and where it was flat and 
contracted. The intestinal contents were pushed on past this flattened portion, and 
the bowels soon became active again, so the abdomen was closed. Labour came on 
six hours later, and a stillborn fully-developed male child was delivered naturally. 
The patient made an uninterrupted recovery. J.M. W. 


The Association of Toxzemia of Pregnancy with Hemorrhage. 


R. Davies-Cottey (British Medical Journal, June 17 1911).—The paper is based 
on a series of cases treated in Guy’s Hospital during the last eleven years. He 
divides his paper into three groups—(1) hemorrhage from the kidneys; (2) hemor- 
rhage from the uterus; (3) purpura and hemorrhage from the mucous membranes. 
He shortly discusses each, and gives short histories of 12 cases bearing on the 
subject. J.M. W. 
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Missed Abortion 


On the Treatment of the Excessive Vomiting of Pregnancy. 

J. H. Martin (British Medical Journal, July 8, 1911) reports on the treatment 
of seventeen cases in the Glasgow Maternity Hospital all of which had been treated 
for some weeks at home with the usual “stomach drugs.” He says that he doubted 
the efficiency of the number and variety of drugs suggested by the text-books and 
thought that other treatment should be adopted. His methods roughly were as 
follow :—The history was carefully gone into and a thorough examination of all the 
symptoms made, special attention being paid to the condition of the alimentary 
canal, vagina, uterus and appendages. The patient was confined to bed, the stomach 
washed out with water overnight, an enema given and then in the morning a test 
meal. For several days the patients were kept on peptonized milk and milk and soda 
and after that light diet. Hyd. c Cret. gr. i and sodium bicarbonate gr. iii in a 
powder was given thrice daily and no patient was allowed up until she had been at 
least two days on the light diet. 

For chronic constipation magnesium sulphate in hot water was given every other 
morning and if not completely satisfactory was followed up with a soap and water 
enema. 

The treatment was quite successful in 16 of the cases. 

Bad teeth and chronic constipation were present in every case, the former condition 
being treated with carbolic acid 1 in 80 used frequently as a mouth wash. 

The examination of the test meals showed—(1) HCl present in every case, and 
except in three cases in normal amount; (2) lactic acid reaction never present. 
In concluding he mentions that 15 of the cases occurred in the winter when outdoor 
exercise was prevented by the weather, and as that improved the cases became less, 


J. M. W. 
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Missed Abortion. 


M. RosenstTEIN, Breslau (Monatss. f. Geb. u. Gyn., Bd. xxxiii, Heft 6).—The 
term designates the conditions where an abortive ovum or a non-viable dead foetus 
is retained for months or years in the uterus. It is well known that such foetuses if 
retained for a lengthy period became dry and hard while the placente became 
scirrhous and hemispherical, and show a tendency to increase in size, producing a 
remarkable discrepancy between the size and age of the foetus and the size of the 
placenta. This growth, however, is not physiological but consists in an increase of 
the connective-tissue and of hemorrhagic masses of subchorial or intra-placental 
origin, while the decidua obtain nourishment by osmosis, 

The death of the ovum is usually accompanied by uterine contractions and 
hemorrhage, which may be so inconsiderable in amount that they are overlooked, 
but these do not necessarily indicate death; for example, in a case observed by the 
author hemorrhage appeared at the end of the third month as the result of a 
sudden fright, while the ovum died about six weeks later without any hemorrhage 
showing itself, and the mother carried it for three months more. 

If death of the ovum occurs with manifestations of abortion then a period of rest 
soon follows. Movements previously felt now disappear, the abdomen becomes 
smaller, the women experience all the unpleasant feelings associated with the 
presence of a dead organism in the uterus, e.g., chills, languor, general discomfort, 
dyspepsia, anorexia and the sensation of a heavy body in the abdomen generally 
likened to a stone. Under these circumstances if loss of blood appears of a regular 
type once or repeatedly, the woman believes herself to be no longer pregnant until 
some day expulsion of the organism occurs, along with a hemorrhage similar to the 
previous ones, which may occur at the date of the previously expected confinement, 
more usually, however, earlier and in distinctly rare instances many months later. 
As regards diagnosis, this may be very difficult, and may require continuous 
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observation over a lengthy period. A special point is the decision between retention 
of the entire ovum or of the placenta only, a problem specially likely to arise in the 
first months of pregnancy. The author gives some illustrative examples. 

The author treats his cases by rapid dilatation under an anzsthetic and empties 
the uterus manually, or if necessary by curettage, or in cases of lengthened retention 
he uses vaginal hysterectomy. 

Occasionally the condition recurs in the same patient; for instance, he cites one 
recorded case where an ovum was retained for three months twice in one year, each 
ovum having lived for three months. 

It is not uncommon to find severe hemorrhage arising either during the expulsion 
of a missed abortion or post partum, sometimes so severe as to threaten the life of 
the patient or even to cause a fatal issue, and the author proceeds to give lengthy 
notes of two cases in his own practice which occurred within six months’ time, one 
of which ended fatally while the other was saved with great difficulty. In the fatal 
case the autopsy was of great interest, inasmuch as it completely explained the 
impossibility of arresting the hemorrhage. Microscopic examination of the placental 
area showed very marked degeneration of the whole tissue, not merely of the 
musculature but also, and especially of the blood-vessels, which showed so great 
hyaline changes that media and adventitia were no longer demonstrable. The 
vessel wall was a homogeneous mass with isolated large syncytial cells, and owing to 
the loss of all contractile elements the vessels had collapsed irregularly like empty 
sacks. Further on, towards the muscularis and the serosa the vessels became normal 
again, but running along the course of the vessels deeply into the muscular tissue 
syncytial structures could be traced, and the muscle cells themselves showed 
extensive degeneration. 

Schmidt described a similar case in 1899 as “hemorrhage from atony of the 
uterus.” His case was also one of missed abortion where the ovum had been 
retained for seven months and where the post partum bleeding was intense, although 
the uterus seemed well contracted. In the discussion of his case Schauta was of the 
opinion that it was not one of atony of the uterus, but that the fatal issue was due to 
the degeneration of the vessels. 

Rosenstein deduces from his observations that this condition of missed abortion is 
not to be considered lightly and that all depends on the tendency to hemorrhage 
of a severe character. Therefore he urges early interference before the changes in 
the vessels and the musculature have become extensive and therefore less tendency 
to severe hemorrhage exists. The paper which was read at a meeting of the 
Breslau Gynzcological Society, was followed by a lengthy discussion. W. R. P. 


The Anatomical Basis of Partum Hemorrhage. 

Laswarpt (Zeitschr. f. Geb. und Gyn., Bd. Ixvi, Heft 2) gives an account of five 
cases with the post mortem histological findings in the uterus of each :— 

Case 1. Strong healthy girl. Labour one month premature. Uterus showed 
relative excess of connective-tissue both between muscle bundles and between 
undivided fibres. Probably a hypoplasia of the muscular elements. 

Case 2. Healthy ii-para. Labour normal, but placenta adherent, manual removal. 
Uterus showed excess of connective-tissue between the muscle bundles, particularly 
marked around the vessels. Vessels somewhat sclerosed. Condition was one of 
metro-endometritis. 

Case 3. iii-para, and one abortion. Hyperemesis in last two pregnancies. Labour 
normal. Hysterectomy for persistent bleeding. Uterine muscle was found normal, 
but everywhere the connective-tissue showed a marked round-celled infiltration, and 
a new growth of granulation tissue—an early stage of fibrosis. Probably metritis 
originating during pregnancy. 
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Case 4. iii-para. Last labour seven years ago. Menses too frequent and copious. 
Pregnancy and labour normal. Persistent hemorrhage afterwards. Supra-vaginal 
extirpation. Uterus showed fibrosis and some small-celled infiltration, probably an 
old-standing metritis with a super-imposed new formation. 

Case 5. iv-para. In last labour very adherent placenta. This time “ placenta 
accreta” requiring manual removal with difficulty. Hemorrhage uncontrollable ; 
death. In the anterior wall of the uterus was an area as large as the palm of the 
hand, which was so thin as to be quite translucent—l}mm. This was found to 
consist almost conclusively of connective-tissue. Uterus otherwise fairly normal. 

Labhardt divides his cases into three categories. The first includes Cases 2, 3 
and 4, in which there is a metritis, either pre-existent or originating and becoming 
accentuated during pregnancy so that at labour there is great disproportion between 
the muscular and fibrous tissue elements of the uterus. This is more common in 
elderly multipare, in whom there is, from their age, a tendency to sclerosis. The 
second category contains Case 1, and includes those in which there is persistence of 
the undeveloped condition, with its relative excess of connective-tissue. An actual 
hyperplasia of the connective-tissue may also occur during pregnancy in these cases. 
In the third category falls Case 5 and other instances where, owing to an injury, the 
uterin * is so altered that the muscular elements disappear and are replaced by 
scar 

The sal point is that a relative preponderance of the connective-tissue over 
the muscle in the wall of the uterus may cause an insufficiency of that organ which, 
in turn, may lead to severe or even fatal hemorrhage. 

Labhardt sums up the conditions which may cause post partum hemorrhage as 
follow :— 

A. Anatomical Derangements. 

I. Changes in uterine wall. 
(a) Myometrium. 
a Tumours—myoma, carcinoma, etc. 
B Increase of connective-tissue. 
1. Persistence of early fibrous tissue with hypoplasia of muscle. 
2. Metritic changes. 
3. Scar tissue. 
(6) Vessels: arterio-sclerosis. 
II. Changes in surrounding organs: peritonitis, adhesions. 
III. Abnormal situation of placenta: tube openings, isthmus, septum. 
IV. Changes in blood : hemophilia. 
B. Functional disorders. Atony. 


The diagnosis of this condition of fibrosis is hardly possible in slight cases. In 
more severe cases it is aided by the failure of remedies aimed at stimulating con. 
tracton and retraction of the uterus, and by the exclusion of other pathological 
conditions. In such severe cases the removal of the diseased organs should be taken 
into early consideration. R. W. J. 


On the Ventral Position in Certain Cases of Intestinal Obstruc- 
tion Post-partum (Post-operative Duodenal Occlusion). 


Boguet, Angers (Z’Obstétrique, June 1911) draws attention to the very rapid 
relief obtained in such cases by the patients as soon as they have been placed 
prone—in the so-called Schnitzler position. It is simpler and more easily tolerated 
by the patient than the genu-pectoral position. The cases in illustration were a 
woman suffering from persistent vomiting after delivery by version, and the second 
was a woman delivered by Cesarean section. E. H. L. 0. 
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The Treatment of Asphyxia Neonatorum. 

Piaucuu (Bulletin de la Société d’Obstétrique de Paris, etc., No. 5, May 1911).— 
In a communication to the Lyons Obstetrical Society Plauchu describes a new 
method of insufflation for use in cases of asphyxia neonatorum. The apparatus 
consists of a modification of that of Meltzer and Carrel of New York, and the author 
gives full credit to these workers for their experiments upon the reanimation of 
animals and man. After an exposition quoted in Meltzer’s own words, of the 
physiological principles involved, Plauchu proceeds to describe his apparatus. The 
insufflator consists of four parts, viz. :— 


1. A double rubber bulb of the type seen in Richardson’s apparatus. 


2. A T-shaped tube connected by rubber tubing at one extremity to the bulb, 


by the second to a small manometer,'and by the third to a junction for attachment 
to a catheter. 


3. A hollow gum tracheal catheter. 
4. A pliable metal stillette, curved to allow easier introduction of the catheter. 


The catheter is graduated at distances of 8, 10 and 12cm. 

A careful description of the method of introducing the sound is then given, and 
the author insists upon the ease with which this may be accomplished. The child’s 
head is slightly hyperextended, the index finger of the left hand introduced as far as 
the opening of the esophagus and the aperture into the larynx recognized by the 
presence of the two arytenoid cartilages and a median posterior tubercle. The 
catheter and stillette are then readily introduced and guided into the respiratory 
passages by the internal finger. During insufflation a faint wheezing is audible due 
to the current of returning air. The manometer is so graduated that the maximum 
intra-trachael pressure cannot exceed 40mm. of mercury. If through any cause the 
intra-pulmonary pressure rises above 40mm. of Hg the mercury in the U-tube is 
rapidly displaced and the pressure falls to normal. Advantages claimed for the 
method are :— 


(1) It is easy to carry out in practice. 


(2) It avoids the trauma sometimes seen in other methods, either (a) external, 
from different methods of artificial respiration; or (6) internal, on the lung-tissue, 
from other means of insufflation. 


(8) The method is based upon sound physiological principles, and can without 
doubt maintain life, in the absence of respiratory movements, by continuous and 
certain oxygenation. 

Disadvantages that may be cited are :— 


(1) The fact that the apparatus is constructed entirely of rubber and that it 
requires a certain amount of supervision to maintain it in proper order for the 
emergencies when it is required. This is possible in a properly equipped maternity 
hospital, but militates against its use elsewhere. 


(2) The return current may not be absolutely efficacious in removing all laryngo- 
tracheal mucus. 


Plauchu, in discussing the clinical results, remarks on the difficulty of judging 
the effect of any method of treatment in this condition. He wisely notes that the 
great majority of cases recover spontaneously after rendering the air passages patent, 
and one is apt to be too optimistic in experimenting upon such. Again, a large group 
of cases occur where death has really taken place and no method can be of avail. 
Only the intermediate conditions therefore can give any valuable statistics. The 
author then proceeds to relate details of five successful instances in which infants 
were brought to life by his method after periods varying from 4 to 12 minutes. 
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In the discussion following the paper Fabre insisted upon the importance of 
removing all mucus before employing Plauchau’s method and described a very 
ingenious vacuum apparatus to effect this purpose. Commandeur remarked that 
when mucus has reached beyond the large bronchi it is practically impossible to 
remove the same. H. B. W. 


A Case of Fatal Hemorrhage in the New-born due to Hzemo- 
philia. 

CoMMANDEUR (Bulletin de la Société d’Obstétrique de Paris, etc., No. 5, May 
1911).—After remarking that the pathology of uncontrollable hemorrhages occurring 
in the newborn is far from being understood, Commandeur proceeds to give details 
of a fatal case recently occurring in his practice, arising from this cause. In the 
course of a long labour assisted by forceps, a small cut was produced upon the 
infant’s scalp. Hemorrhage occurred, but was controlled by compression. The 
following day bleeding recommenced and continued in spite of firm compression. 
Hemorrhage also commenced from the umbilical cord and the infant died on the 
morning of the 3rd day. 


At the autopsy an immense cranial hematoma was found extending from the 
exoccipital protuberance to the orbital ridges. No fracture of the skull or intra- 


cranial lesion was demonstrated; the right lung presented a small sub-plural hema- 
toma. 


The author remarks that the case forms an instance of hemophilia in the new- 
born, a rare condition, but one that is practically always fatal. No evidence could 
be adduced of maternal syphilis or hereditary hemophilia. Sepsis could not be 
eliminated as the mother exhibited ante-partum pyrexia, but was improbable on 
account of the rapid incidence of symptoms, practically synchronous with birth. 

H. B. W. 


Hemophilia in the Newborn as a Cause of Death after Vaccina- 
tion. 

BonnalRE (Bulletin de la Société @Obstétrique de Paris, etc., No. 5, 1911).—A 
risk of practising vaccination in the newborn is emphasized by Bonnaire in a case 
recently brought before the Paris Obstetrical Society. A healthy full-term infant 
was vaccinated on the 3rd day after birth in accordance with the law. Two 
punctures were made on the left arm near the insertion of the deltoid. Slight 
hemorrhage occurred, but was controlled by compression; three hours later it was 
noted that the dressing was soaked with blood and that the child was suffering from 
much collapse. In spite of all stimulation death occurred the same evening, eight 
hours after the inoculation had been made. Autopsy showed that the lancet 
employed at the vaccination had not penetrated below the dermis and that no 
superficial vein had been incised. Both lungs were studded with recent small 
hemorrhages, varying in size from a lentil to a large pea. No other lesions were 
demonstrable to the naked eye. Bonnaire remarks that the absence of all symptoms 
previous to the vaccination is conclusive evidence that the pulmonary condition did 
not ante-date the latter. An examination of the blood and tissues, histologically 
and bacteriologically, was not possible. 

The author intends in future to revert to his old practice of not vaccinating 
infants until the moment of their departure from hospital, about the 10th day. 

Tissier observed that another very cogent reason existed against premature vaccina. 
tion, viz., that in the majority of cases it was quite ineffectual. Amongst 204 infants 
inoculated during the first three days of life, only 20 per cent. had responded. When 
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this result is contrasted with a series of inoculations at a later date, where 95 per 
cent. are successful, a possible inference to draw is that the serum of new-born infants 
does not possess the same hemolytic and other properties that it acquires later. 

H. B. W. 


Depression of the Frontal Bone. 

Havucu, Copenhagen (Z’Obstétrique, June 1911), describes the skull of a foetus 
born with marked depression of the right frontal bone. The child, the second of 
twins came footling, with the head right occipito-anterior, so the deformity was 
probably produced by the blade of the forceps somewhat awkwardly applied by a 
student; it could not have been caused by the promontory of the sacrum. The 
depression could not be raised manually, and eight hours after birth it was reduced 
by a tractor. In the absence of a special instrument use was made of a small 
corkscrew, such as is sold along with eau-de-Cologne bottles. The skin of the 
scalp was not shaved nor incised; it was simply sterilized with tincture of iodine and 
the corkscrew was with little difficulty inserted and perpendicular traction quickly 
drew out the depressed bone. If care be taken there is not much risk of puncturing 
a vessel, and if the screw has a flat pitch, even if it does pierce the inner table it will 
probably push the dura mater before it without puncturing it. The head and the 
corkscrew are figured by photography. E. H. L. 0. 


Restoration of the Mammary Function after Interruption. 
Witterte claims (La Gynécol., June 1911) that in every case women can suckle 
their own children. Mothers bring to the dispensary their children suffering from 
diarrhea, and they say they had not enough of milk, so put the infant on the bottle. 
In such cases low diet is advisable for a day or two; the bottle can be filled with Evian 
water; this gives the child a distaste to his “bottle,” and he gets enough from the 
breast which soon regains its function, even after an interruption of more than three 
months. If for any reason the child is unable to suck at the time the function of the 
breast can be restored by the use of a breast-pump. E. H. L. 0. 
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